A regenerated PAL of 5.6 ± 2.6 mm and a bone fill of 4.3 ± 2.5 mm has been obtained at 1 year (Fig. 1) . The regeneration should be compared with the original depth of the intrabony component (6.1 ± 2.5 mm) and the amount of regenerated tissue at membrane removal (7 ± 2.2 mm). The observed dynamics support the concept of the existence of a formation and a maturation phase, which are clinically discriminated by membrane removal.
In the tissue formation phase, the most significant variables to explain the observed tissue gain were the depth of the intrabony component and the width of the defect angle ( Table 2 ). The depth of the intrabony components positively influenced the regeneration. In fact, the newly-formed tissue completely filled the space available for regeneration which consisted of the intrabony defect covered with the membrane that had been placed just coronal to the alveolar crest. This observation seems to indicate that, at least in deep intrabony defects, the biologic potential for regeneration was adequate, and may also explain the lack of significance of the 3 wall, 2 The analysis also examined the significance of factors affecting the maturation phase of the newly-formed tissue following the removal of the membrane. At 1 year, regenerated PAL and bone fill were linked by a linear quadratic relationship (Fig. 2) . This finding indicated that the processes leading to new attachment and bone regeneration resulted in similar levels of gain at 1 year. In the maturation phase the regenerated tissue is potentially exposed to a series of environmental factors such as plaque accumulation, mechanical trauma or wound retraction. The influence of these factors was tested in terms of regenerated PAL and bone fill (Tables 3 and 4) .
The statistical models presented in Tables 3 and 4 demonstrated that the 1-year regenerated PAL 
